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Should patients on
insulin inform the
vehicle licensing
authorities?

Underlying this question of whether to in-
form licensing authorities is the deep unrest
felt by physicians, patients who have experi-
enced hypoglycemia, and if they have given it
some thought, society in general regarding
the true safety of the driver taking hypogly-
cemic agents.

An American Diabetes Association posi-
tion statement includes “employment/
licensure” in its title but does not mention
licensure in its text.1

What is known about this topic? Cox and
colleagues studied 37 type 1 diabetic subjects
with a history of severe hypoglycemia by us-
ing a sophisticated driving simulator during
the gradual induction of hypoglycemia.2 The
subjects were instructed to treat their low
blood glucose levels (<72 mg/dL or 4 mmol/
L), and to take corrective action if they felt
that their driving was impaired. In this study,
even mild hypoglycemia led to impaired driv-
ing. But only 30% of subjects took corrective
action, such as pulling off the road or eating
a high carbohydrate snack. The authors con-
cluded that there appears to be no connection
between awareness of driving impairment
and corrective action.

The Diabetes Control and Complications
Trial (DCCT), which showed a 50% to 75%
reduction in microvascular end points (eg,
diabetic retinopathy) in the intensive treat-
ment arm, also highlighted the risks and limi-
tations of current therapy, namely hypogly-
cemia.3,4 Hypoglycemia is the limiting factor
in the pharmacologic treatment of diabetes
mellitus.5

DCCT patients receiving intensive
therapy were over 3 times more likely to de-
velop severe hypoglycemia.4 This translates
into episodes requiring assistance from others
in 25% of intensively treated patients per year
compared to 10% on conventional therapy.
Furthermore, those on intensive treatment

averaged 2 mild, self-treated hypoglycemia
episodes per week compared to 1 per week on
conventional treatment. Many type 1 diabet-
ics who have the disease for up to 10 to 15
years develop hypoglycemia unawareness—
that is, they may lapse into coma or have a
seizure with no premonitory symptoms. Hy-
poglycemia awareness is related to loss of
counter-regulation by glucagon and epineph-
rine. In patients without autonomic neurop-
athy, repeated hypoglycemia during attempts
to achieve normoglycemia may be the most
common cause of such unawareness. As
Cryer has noted, this may be reversed by as
little as 2 to 3 weeks of meticulous blood
glucose control with scrupulous avoidance of
hypoglycemia.5

All of the sulfonylureas and repaglinide
can cause hypoglycemia. Fortunately, thiazo-
lidinediones, metformin, � glucosidase in-
hibitors, and diet alone do not.

What can be done? Cox and colleagues
note that blood glucose awareness training
increases awareness of blood glucose fluctua-
tions, results in fewer and less extreme hypo-
glycemic events, and leads to fewer vehicular
crashes when compared to subjects in control
groups without such training.2 Diabetic pa-
tients who drive should be encouraged to
treat themselves immediately whenever they

think that their blood glucose is low or their
driving is impaired. We should remember,
however, that 45% of subjects in Cox and
colleagues’ study were willing to drive when
their blood glucose was <50 mg/dL (2.8
mmol/L), while 43% of significantly im-
paired drivers never took corrective action.
Loss of judgment may be a cardinal sign of
hypoglycemia.

It is prudent for a person with diabetes
taking insulin, sulfonylureas, or repaglinide to
check their blood sugar level before driving
and if it is in or below the 72-90 mg/dL (4-5
mmol/l) range, not to start driving until they
have normalized their blood sugar level. All
diabetic drivers taking these agents should
have a readily absorbable source of sugar
available—but those also using an � glucosi-
dase inhibitor may have slower absorption of
sucrose (table sugar) and should use pure glu-
cose tablets. It also makes sense to periodically
test blood glucose levels on long drives. If
available, blood glucose awareness training
may reduce the risk of hypoglycemia as a
cause of accidents and “near misses.” Educa-
tion of family and friends regarding recogni-
tion of hypoglycemia and its treatment is
useful. To paraphrase a well-known adver-
tisement, “Friends don’t let friends drive
hypoglycemic.”
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This man experienced insulin-induced hypoglycemia while driving. The police thought he was a drunken driver,
and used dogs and physical force to subdue him.
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If only insulin use was reportable to licens-
ing authorities, there would be enormous re-
sistance and reluctance on the part of diabetic
drivers to take insulin, even when needed,
and on the part of physicians to prescribe this
hypoglycemic agent. Therefore, since it is un-
clear what licensing agencies would or could
do with the information, there appears to be
nothing to gain and much to lose with man-
datory notification. It would be better to dis-
seminate the guiding principles alluded to in
this commentary.
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